


I hope this letter finds you doing well and enjoying early summer! 
Please see the attached flyer regarding Regent Elections for our West Virginia/western 
Virginia section of District 2. I will be concluding my 3rd and final year as your Regent 
at Congress in March 2019. The link: elections@ache.org is the place to go to submit 
a letter of intent to run for election. The deadline is August 24, 2018. Being a Regent 
has been a lot of fun and a great learning experience. 

Also,Also, please be on the lookout for a survey monkey from our Chapter regarding a call 
for nominations for Regent Awards. This fall at the WVHA meeting, ACHE breakfast, I 
want to recognize an early careerist and senior careerist awardee. Please help me with 
a robust field of nominations to consider. Giving awards to deserving folks is truly a 
highlight of any Regent!

Mark your calendar for ACHE Congress 2019. Chicago, IL, March 4-7.
RemembeRemember, ACHE has a $200 Board of Governors waiver ending June 30th. Visit 
ache.org/FACHE for details. Using the ACHE Exam Study Resources is a great way to 
prepare with confidence. You will find more information at ache.org/FACHE under 
“Prepare for Board of Governors Exam”.

Please let me know if I can help you in any way with navigating ACHE.

Enjoy your summer!!
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Congratulations to two of our WVACHE members on being select-
ed to participate in committees on the ACHE National level!

Kristi M. Snyder, FACHE              ache.org Editorial Board              Member     2021
Sarah C. Woodrum, DrPH, FACHE   Career Development Committee     Member     2021

Name                                 Committee                          Position     Thru



Thriving Under Value-Based Business Models: Key Action Steps
Editor’s Note: The following is an excerpt from an article in the May/June 2016 issue of Healthcare Executive magazine by ACHE freelance writer Laura Ramos 
Hegwer.

What does it take for healthcare organizations to thrive under value-based payment models of the future? 
Experts on value share seven steps healthcare leaders should be taking now to position their organization for 
success.

Understand how fast your market is changing.Understand how fast your market is changing. “Providers need to recognize the drivers in their market and 
what stakeholders are doing so they can predict how quickly the market is moving away from fee-for-service to 
value-based care delivery,” says Andrew S. Cohen, senior vice president, Kaufman, Hall & Associates, LLC, 
Skokie, Ill. This includes understanding the factors that will influence employer plan decisions in local markets.

Form intelligent partnerships based on your population.Form intelligent partnerships based on your population. For example, “The kind of partners you need for a 
managed Medicaid contract will likely be different from the partners you need for a commercial employer 
contract,” Cohen says. Sutter Medical Center, Sacramento, Calif., for example, is part of an urban market that 
does not include a county health system. To serve the area’s large Medi-Cal and uninsured population, Sutter 
Medical Center established a strong strategic partnership with a federally qualified health clinic. Nurse 
navigators from the FQHC are based in Sutter Medical Center’s ED and help redirect nonacute patients to 
more appropriate levels of care.

Develop payer competencies.Develop payer competencies. Lehigh Valley Health Network, Allentown, Pa., recruited insurance industry 
executives to help position the organization for population health management. “You need colleagues who 
understand what it means when we talk about cost from a health insurer’s perspective and how it differs from a 
health system’s perspective,” says Gregory G. Kile, senior vice president, insurance and payer strategies at 
LVHN and an ACHE Member.

Join a consortium.Join a consortium. As part of the Health Care Transformation Task Force, a private-sector alliance that seeks 
to accelerate the move toward value-based payment, OSF HealthCare, Peoria, Ill., has joined like-minded 
providers, payers and purchasing organizations that are committed to moving 75 percent of their business into 
value-based arrangements by 2020. “The task force provides an opportunity for us to come together and share 
best practices on what seems to be working and what kind of infrastructure is needed to be successful at 
managing populations,” says Ralph R. Velazquez, MD, senior vice president, care management.

AddAddress behavioral health and social issues. OSF HealthCare has embedded behavioralists and therapists 
in its primary care clinics in several markets. The health system wants to build bridges with community service 
organizations that can help address social issues such as poverty and food insecurity. It also is leveraging 
technology. “In some of our rural markets, telehealth may be the best option to get behavioral health into the 
community,” Velazquez says.

Focus on patient satisfaction as well as employee satisfaction.Focus on patient satisfaction as well as employee satisfaction. OSF HealthCare has designated employee 
champions who are responsible for patient satisfaction in different settings. They also are striving to improve 
employee satisfaction.

Engage physician leaders. “Physicians are the front line in these new models,” Cohen says. “Organizations 
need strong physician leadership to determine how they are going to coordinate care and maintain 
relationships with their patients. Without that connectivity across the organization and network, there is a strong 
likelihood that these programs will not be successful.”
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ACO REALIZATION 
Building a Successful Medicare Shared Savings Program: Lessons Learned
Editor's Note: The following is an excerpt from an article in the November/December 2015 issue of the Journal of Healthcare Management by Joseph F. Damore, 
FACHE, service line vice president of population health management, Premier Inc., Washington, D.C. Read the full article.

What competencies aWhat competencies are key to the success of Medicare accountable care organizations? Premier Inc., which studied 
organizations that performed well under the Medicare Shared Savings Program, identified 10 lessons learned from 
organizations that attained shared savings under the program by meeting required metrics.

Identify and engage beneficiaries.Identify and engage beneficiaries. The first step is to identify the attributed beneficiaries by gathering addresses from 
multiple sources, such as hospital and physician billing systems, because the Centers for Medicare & Medicaid Services 
does not provide beneficiary addressees. The new rules do not require information to be mailed to beneficiaries regarding 
sharing of claims data, but doing so will be helpful in providing beneficiaries with educational materials. ACOs should 
know the preferred communication method for each patient and have the relevant contact information. Maintaining a 
database of beneficiaries attributed to the ACO or likely to be attributed to the ACO can ease cadatabase of beneficiaries attributed to the ACO or likely to be attributed to the ACO can ease care management and help 
ensure that annual wellness visits and preventive care services are offered.

Implement a claims analytics tool. CMS will provide the MSSPs with Parts A, B, and D Medicare claims data for all 
beneficiaries who have been preliminarily aligned with the ACO or who have received primary care services from an ACO 
participant during the previous year. This tool enables MSSP staff to analyze and segment the population to identify 
high-risk and chronically ill patients, as well as to identify outmigration (i.e., services by providers who are not ACO 
participants) according to the primary care physician and the patient's clinical condition. Doing so will be critical to 
building the care management and care coordination programs and retaining care in the system.

Establish a communication plan.Establish a communication plan. The communication plan should be directed toward both providers and beneficiaries 
and include multiple avenues (electronic, telephonic, and written) to educate recipients and provide an avenue for 
questions and concerns to be addressed in a timely manner. MSSPs also should develop and publicize compliance 
hotlines.

Identify the highest-risk population. In most populations, 5 percent of the population is responsible for almost 50 
percent of the total costs (Kaiser Family Foundation, 2012). MSSPs can identify this highest-risk group by using the 
claims analytics tool, reviewing hospital admissions and emergency department visits, and seeking physician input.

Establish a mechanism to captuEstablish a mechanism to capture key metrics. CMS requires MSSPs to report 33 metrics in four domains, including 
patient experience (seven measures), care coordination and patient safety (six measures), preventive health (eight 
measures), and care for the at-risk population (12 measures).

Implement a network management program. Implementing a plan to manage the delivery network could assist the 
MSSP in increasing in-network care. MSSP beneficiaries have the option to go to any Medicare provider for care.
CCreate robust, team-based patient-centered medical homes (PCMHs). Numerous studies have demonstrated that when 
robust team-based PCMHs are deployed that include professional midlevel providers such as nurse practitioners, 
licensed social workers, nurse care managers, and physician assistants, and the role of the primary care physician 
expands to include supervision of midlevel professionals and direction of care to fewer but sicker patients, costs can be 
reduced.

Build a care management model. Developing a care management model for the high-risk population and the 
chronically ill population is critical to coordinating care and managing costs.

Develop a shaDevelop a shared-savings distribution model. Another critical factor is the development of a shared savings 
distribution model that aligns the goals and desired behaviors of participants in the MSSP delivery system.

Outline an approach to non-acute care management. Non-acute care, including post-acute care, is an area of major 
cost that has not been well managed in the fee-for-service environment in most communities, primarily because of the 
lack of focus and aligned economic incentives.
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ETHICS OF VALUE
An Ethical Basis for Moving From Volume to Value: What to Consider
Editor’s Note: The following is an excerpt from an article in the January/February 2016 issue of Healthcare Executive magazine by ACHE freelance writer Ellen 
Lanser May.

As financing models change, organizations merge and accountability takes on added meaning, the role of ethics as a 
driver for healthcare will likely intensify.
TTo stay ethically grounded during the transition to value-based care, healthcare executives will grapple with difficult 
questions: What are the components of an ethical organization in this new environment? How can healthcare leaders 
address those components? Can hospitals and health systems avoid ethical gaps during organizational upheaval? 
Following are ways healthcare leaders are addressing these questions and preparing their organizations for the move 
toward value.

Components of an Ethically Grounded Organization
PProviding patient-centered, effective and efficient care—three components of value-based care—can be linked to the 
ethical principles and concepts taught by William A. Nelson, PhD, HFACHE, associate professor, The Dartmouth Institute 
for Health Policy and Clinical Practice and the Department of Psychiatry, Geisel School of Medicine at Dartmouth, 
Lebanon, N.H., and an ACHE faculty member.
Three organizations share the ways in which a focus on ethics figures prominently into their value-based care initiatives.

Stop-gaps for eStop-gaps for erosion. To facilitate the move to value-driven care, dozens of providers and payers have increasingly 
consolidated their resources, whether through mergers and acquisitions or affiliations of various types. Such partnerships 
will better position many hospitals to provide consistent, coordinated care across the continuum and eliminate redundant 
services. But during the transition, the possibility for ethical erosion can potentially increase, Nelson says.
“New policies, sta“New policies, staffing structures and benefits can become distracting, and consequently, an ethical slip here or there 
may occur,” says Deborah Zastocki, DNP, FACHE, president, Chilton Medical Center, a 260-bed community hospital in 
Pompton Plains, N.J., and part of Atlantic Health System.
When Chilton Medical Center’s board members realized consolidation with another organization was imminent, they 
intensified their focus on linking corporate and social responsibility. This meant attending national conferences and 
working with facilitators who helped them create a foundation for evaluating potential partners based on Chilton’s guiding 
principles and ethical decision-making criteria.

TTeam-based care. Teams of clinicians, pharmacists, nurse navigators and other caregivers work together not only during 
an individual visit, but also in helping patients maintain or improve health and wellness. “The concept of being 
accountable for patient health across silos and over a course of time emphasizes the right kind of care, regardless of 
whether payment methodologies change,” says Nicolas Wolter, MD, CEO of Billings (Mont.) Clinic.

PProduct redesign. For Sentara Leigh Hospital, a 250-bed community hospital in Norfolk, Va., the ethical dimension of 
value-driven care has guided the development of the hospital’s new strategic plan. “Like every healthcare organization, 
we have always strived to produce the best outcomes for our patients,” says Teresa Edwards, FACHE, president, Sentara 
Leigh Hospital. “But in a value-driven environment, that doesn’t mean adding more. We view our approach to value as 
product redesign—ensuring our organization provides the right care for patients by working efficiently, reducing variation 
and creating consistency.”
TTo offer every segment of its patient population the most advantageous level of care, Sentara Leigh’s medical groups 
increased the availability of same-day appointments for patients and instituted telehealth services to better manage 
patients with chronic conditions. This provided alternatives to ED care for patients whose conditions did not require 
emergency treatment.
AcAcross the country, healthcare organizations of all types are challenged by the fact that even as value-based payment 
models are emerging, fee-for-service models continue to exist. “Six or seven different specialties still serve as profit 
centers for hospitals and health systems, but many other critical services, such as primary care, geriatrics or psychiatry, 
tend to be areas in which healthcare organizations lose money,” says Billings’ Wolter. “Those imbalances must be 
addressed; otherwise, healthcare leaders will be presented with a serious ethical dilemma. Many organizations will have 
to emphasize volume wheto emphasize volume where there is profitability so they are able to provide the right services for people seeking help in 
less profitable areas.”
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RISK MANAGEMENT 
Managing Rising-Risk Patients: Lessons From Methodist Le Bonheur Healthcare
Editor's Note: The following is an excerpt from an article in the Summer 2015 issue of Chief Executive Officer by Razvan Marinescu, MD, FACHE, Katie Nelson, 
Edward M. Rafalski, PhD,

TheThere are many strategies for addressing health issues in high-risk patient populations that are plagued with chronic 
comorbid disease. Methodist Le Bonheur Healthcare, Memphis, Tenn., implemented a patient-centric population health 
management program for a high-risk population that decreased costs. The initiative offers a series of seven-week classes 
on topics ranging from hospital visitation skills and navigating the hospital system to how to live with conditions like heart 
disease, hypertension and diabetes.
In 2006, the health system cIn 2006, the health system created the Congregational Health Network, a collaborative partnership between Methodist's 
hospitals and area congregations, to improve chronic comorbid disease management. Today, more than 600 
congregations participate in the program—with outstanding results.

Hot Spotting
Methodist Le Bonheur HealthcaMethodist Le Bonheur Healthcare began pinpointing ways to improve the health of specific community segments using 
geocoding technology to identify hot spots of healthcare utilization. The goal was to identify geographic areas of focus 
where hospital resources should be directed in a targeted effort to improve the health of the neediest communities. 
Through hot spotting, the health system uncovered a ZIP code in south Memphis where patients most frequently used 
the health system's EDs and recorded the highest consumption of hospital charitable care.
These hot-spotting techniques weThese hot-spotting techniques were coupled with the community health needs assessment process at Methodist and 
qualitative, participatory research findings captured in collaboration with churches and other community partners. The 
methodology leverages hot spotting to assess and prioritize community needs in the provision of charity care while 
adding a participatory, qualitative layer through the community health needs assessment.
Methodist used spatial analysis to evaluate hospital-based inpatient and outpatient utilization and define costs of charity Methodist used spatial analysis to evaluate hospital-based inpatient and outpatient utilization and define costs of charity 
care for the health system by area of residence. The analysis revealed that 10 ZIP codes accounted for 56 percent of total 
system charity care costs.
These findings, combined with grassroots intelligence, formed the basis for a partnership with clergy, community 
members and a national insurance company to better coordinate care under a place-based population health 
management strategy.

Familiar Faces Program
In January 2014, Methodist launched a community health navigator pilot pIn January 2014, Methodist launched a community health navigator pilot program called Familiar Faces to address the 
needs of the hot spot area identified in south Memphis. The program provides additional, nonclinical support to the most 
frequent users of Methodist EDs and tests the impact of navigator intervention on improving health behaviors and 
appropriate healthcare utilization among the Familiar Faces patients.
The goals of the program are to improve chronic disease self-management; redirect patients to the most appropriate 
point of care, thereby reducing ED encounters, inpatient readmissions; and, as needed, increase primary and specialty 
care physician visits.

Familiar Faces ResultsFamiliar Faces Results
Of the 94 patients in the first cohort that began in January 2014, the navigator made face-to-face contact with 37 patients 
in their first encounter with Methodist Healthcare during the intervention year. In addition, the navigator established a 
trusted bond with 28 patients, helping to facilitate primary care appointments, medication fulfillment and other support.
The results have exceeded Methodist's expectations. Outcomes of this effort include the following:
       Total costs per patient in the program decreased by 45 percent in 2014 compared with the baseline.
       Hospital encounters (inpatient, outpatient, ED) among this population significantly dec       Hospital encounters (inpatient, outpatient, ED) among this population significantly decreased. Between August 2013 
and August 2014, average monthly inpatient encounters were down to 60 per month in December 2014, from 124 in 
January 2014 (for the entire pilot cohort).

We are working with another same size cohort of patients and are confident we can replicate and even improve our 
results. A more significant step will be to take this effort to scale, but we want to make sure our population models are 
sound and risk appropriate.
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